A 63-year-old hypertensive male underwent renal transplantation from his nephew in 2005. In 2007, he was diagnosed with aortic dissection-Stanford type A and B with aortic aneurysm. He had resection of the aortic aneurysm and replacement of the ascending aorta with a hemi-arch graft with left coronary artery implantation. In January 2010, he presented with chest pain, fever and malaise. Blood pressure was 107/73 mmHg and pulse 96/min and the femoral, anterior tibial, posterior tibial and dorsalis pedis artery pulses were palpable bilaterally. Computed tomography (CT) chest scan showed left pleural effusion. Diagnostic pleural tap was bloody and positive for Mycobacterium tuberculosis by polymerase chain reaction. Blood urea was 21 mg/dL, creatinine 1.2 mg/dL, haemoglobin 10.7 g/dL, WBC 11 800 mm 3 , platelet count 173 000 mm 3 , total protein 6.3 g/dL, albumin 2.9 mg/dL, electrolytes normal and troponin-I 0.031 ng/mL. Maintenance immunosuppressives used were prednisone 5 mg OD, mycophenolate mofetil 500 mg BD and rapamycin 1 mg OD. Other medications used were isoniazid 300 mg OD, pyrazinamide 750 mg BD, rifampicin 450 mg OD, levofloxacin 500 mg OD and vitamin B6 20 mg OD. CT angiogram showed normal ascending aorta with previous aortic repair. Dissection originated distal to left subclavian artery with dense contrast-filled false lumen and poorly filled true lumen. The dissection had a spiral course extending up to proximal segments of the iliac arteries (Figure 1) . The abdominal aortic segment was not dilated. The origin of the artery for the transplant kidney and visceral arteries was the true lumen. The false lumen extended up to the left common iliac artery (Figure 2 ). This patient, with an unusual presentation of aortic dissection, and probably with a leaking aneurysm due to an infective pathology caused by Mycobacterium tuberculosis, had good allograft function as the transplant renal artery originated from the true lumen of the right common iliac artery maintaining adequate perfusion. He continues to have a good graft function 4 months later.
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